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Letters to the Editorby Moore and Hollier.2 After perform-
ing experiments they concluded that
an intermediate level of spinal cord
ischemia in the rabbit of 20 to 21 mi-
nutes usually would result in full return
of neurologic function after restoration
of blood flow to the spinal cord. They
concluded that the rabbit would have
be able to hop normally and would
show no functional change; however,
this often (71%) was followed by the
onset of recurrent and progressive para-
plegia within 14 to 48 hours. By using
this logic, we can assume that neither
surgeons of the clamp-and-sew era nor
modern vascular surgeons would have
been able to create a proximal anasto-
mosis and re-implantation of the inter-
costal arteries in 20 minutes. The
precise cause of delayed-onset para-
plegia remains unresolved, but with
the experiment by Moore and Hollier2
inmind, it seems that delayed hyperper-
fusion with resultant cord edema in a
closed space all may have a role in
causingdelayed-onsetparaplegia.Since
the introduction of various adjuncts in
thoracoabdominal aortic surgery we
have strived to maintain perfect hemo-
dynamic conditions and blood flow
through the spinal cord.However, in hy-
pertensive patientswith disturbed autor-
egulatory mechanisms it is very hard to
keep blood pressures within optimal
ranges.3Therefore, even the slightest in-
traoperative changes in pressures can
have a deleterious effect on the vulner-
able tissue of the spinal cord. For
example, sometimes during the surgery,
after the proximal clamp is positioned,
there is usually a slight decrease in
motor-evoked potential levels to be-
tween 80% and 90%, which can hold
until a few intercostals are reattached
or pressure manipulation is performed,
at which point these values usually
reach 100% again. Greiner et al4
showed a higher percentage of patients
with delayed paraplegia in whom
motor-evoked potential changes during
surgical intervention were detected.
However, by having all those
adjuncts prepared, a lot of surgeons
would not be in a hurry to re-implantThe Journalthe intercostal arteries because distal
aortic pressures are optimal and
motor-evoked potentials are not
decreasing significantly. According
to Coselli et al, intercostal re-
implantation time is usually longer
than 40 minutes.5 In a situation with
suboptimal distal aortic pressure, subtle
and discrete spinal cord ischemia
(ischemic penumbra) with its metabolic
disturbances might emerge. The spinal
cord might be disturbed, but not
impaired. The crucial point is the inter-
costal artery revascularization after a
20-minute period, which is associated
with discrete or silent spinal ischemia,
preparing the field for spinal cord
edema. By re-implanting the intercostal
arteries we are in fact setting the stage
for possible delayed paraplegia. This
could be compared with late
revascularization of the ischemic leg.
Therefore, paradoxically, reattached
intercostal arteriesmight cause a postre-
vascularization compartment syn-
drome. The benefits of postoperative
spinal fluid drainage are not in fact a
consequence of a huge fluid production
but instead the increase of fluid pressure
inside the rigid spinal channel. Any
other postoperative factors such as
hypotension and other hemodynamic
alterations could only worsen the situa-
tion, however, these are not by them-
selves reasons for impairment. On the
other hand, use of adjuncts during sur-
gery probably has no bearing on de-
layed paraplegia more than 48 hours
after surgery because the spinal cord
edema would have resolved by that
time. Further attempts must be
made to maintain more accurate intrao-
perative blood flow values, perhaps by
calculating spinal collateral network
pressure measurements during surgical
procedures, which could help us avoid
this dreadful complication.
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To the Editor:
‘‘God is dead.’’ Nietzsche’s maxim
has particular reverence pertaining to
the removal of the transcendental bar-
rier between patient and doctor that
British cardiac surgeons executed in
the past decade. Their decision to
disclose their individual mortality fig-
ures to the public has been met with
enthusiasm by the British National
Health Service, so much so that it
plans to emulate this feat across the
medical profession at large, proposing
that at least 10 further specialties
disclose their mortality figures by the
end of 2013.1 But this seemingly no-
ble act may be a little premature.
Recent events in England, namely
the needless closure and subsequent re-
opening of the congenital cardiac unit
in Leeds 2 months ago, demonstratery c Volume 146, Number 3 727
Letters to the Editorhow mortality figures cannot be
entirely relied on to dictate health
policy.2
One, therefore, has to objectively
assess its merits and drawbacks
without recourse to pressure from po-
litical drives for greater transparency.
One potential advantage is that pub-
lic disclosure removes the fortifica-
tions inherent in local clinical
governance where staff may be con-
cerned about stigmatism associated
with whistle blowing. Another advan-
tage is that it allows for a more accu-
rate informed consent process for
patients.
There is a perceived third advan-
tage in that it would drive up surgical
performance on the part of the indi-
vidual surgeon. However, this may
actually be counterproductive. Car-
diac surgeons are by nature a highly
successful and competitive niche,
and this drive for excellence alone
has brought down mortality rates
over the past 3 decades. By forcing
surgeons to disclose their figures,
there is the potential for risk-
aversion on their part in an attempt
to artificially improve their figures
to compete for cases and their own
survival.3
However, possibly the greatest crit-
icism of this public disclosure is that
by publishing surgeons’ mortality
rates in isolation, it implies that they
are singularly responsible when things
go wrong. The management of the
surgical patient is, by all intents and
purposes, a process. The cardiac sur-
geon has the privilege of being closely
involved in the whole process but he
or she is certainly not omnipotent.
The safe and rapid recovery of the sur-
gical patient is as much dependent on
the allied health care professionals
involved with the patient as it is on
the surgeon. However, this is not
translated in the mortality figures.
Cardiac surgeons therefore seem
alone, staring into an abyss that is
often staring back at them with intent.
Hence, by stripping away the myth
of cardiac surgeons as gods and728 The Journal of Thoracic and Callowing them to be scrutinized as
leaders in a democratic manner, soci-
ety has ironically increased the burden
on them to perform miracles. We
cannot, however, run away from a
greater drive for accountability in the
medical profession. Despite this, the
early lessons learnt from cardiac sur-
gery in the United Kingdom demon-
strate that this framework must be
fair, interpretable, and, above all,
have a clear beneficial purpose in
improving patient care rather than be-
ing an unnecessary process of self-
flagellation.
Priyadharshanan Ariyaratnam,
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I am interested in an article entitled
‘‘Oncologic outcomes of segmentec-
tomy compared with lobectomy for
clinical stage IA lung adenocarci-
noma: Propensity score–matched
analysis in a multicenter study,’’ by
Tsutani and colleagues.1 This study,
I believe, revealed noninferiority (not
suitability) of segmentectomy for
clinical stage IA non–small cell lung
cancer, with end points of overall sur-
vival and relapse-free survival.
Because a lung cancer recurrence
that occurred exclusively in casesardiovascular Surgery c September 201of segmentectomy must be that in
the residual pulmonary lobe, such
cancer relapse must be avoided by
performing lobectomy. Approxi-
mately one third of interlobular
sentinel nodes exist at other seg-
ments than the segment containing
a cancerous lesion.2 A lesion
revealing a pure solid pattern using
computed tomography and a high
maximum standard uptake value
(SUVmax) in a fludeoxyglucose
positron emission tomography scan
has high potential of lymph node
metastasis3 and of causing isolated
tumor cells as a cluster (an indicator
of cancer relapse) in the blood.4 This
is because a pure solid-type and high
SUVmax cancer lesion possibly has
high potential of cancer relapse at
the residual lobe after segmentec-
tomy. Indeed, Tsutani and col-
leagues revealed 2 cases of cancer
recurrence at the residual lobe. As
such, segmentectomy should be
carefully indicated in cases having
a high potential of recurrence.
The authors mentioned in the
current article that the result of
a prospective study treating nonin-
feriority of segmentectomy to
lobectomy in cases of peripheral
small-sized non–small cell lung
cancer (JCOG0802/WJOG4607L)5
may provide an important insight
into the issue regarding segmentec-
tomy for a solid cancer lesion with
a high SUVmax level, because
such a case may have high potential
of cancer relapse at the residual
pulmonary lobe in segmentectomy
cases.
I believe it is necessary to perform a
nested analysis extracted from such
cases with a solid-type lung cancer
in the study provided by Tsutani and
colleagues.
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